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INTRODUCTION
Hospitals are enterprises associated with health care services, aiming at care, treatment and cure of those affected by disease. However, they also pose a series of health risks to those who work in them. Most hospitals have a structure with a high level of complexity and diversity of services and, consequently, varied occupational risks (1) . Researchers and organizations have identified a vast number of biological, chemical, physical, ergonomic and accident risks in the hospital work environment (2) (3) (4) (5) .
The accident law in Brazil, concerning its social principle, has the objective of preventing, attenuating and indemnifying damage or loss, through the rendering of benefits and services. In accordance with this act, when an accident or occupational disease has been identified, the State is responsible for to refer the worker to occupational rehabilitation (6) .
In accordance with Regulatory Norm n. 7 (NR-7), approved by Edict n. 3.214/78 of the Labor Ministry, when the occurrence or worsening of occupational diseases is detected, or alterations in any type of organ or biological system are found, even in the absence of symptomatology, the responsible physician has the following obligations: request the company to issue the Accident at Work Report (CAT); recommend, when necessary, removal of the worker from risk exposure or from work; direct the worker to Social Security for determination of the causal nexus, incapacity evaluation and definition of social security conduct in relation to work; and orient the employer regarding the necessity to adopt control measures in the work environment. It should be noted that an insured worker who has been affected by an occupational or work-related disease is assured of the same social security and labor rights guaranteed to a worker injured in an accident at work (7) . The Medical Report is the written and detailed description of every specific fact of a permanent nature related to a medical investigation, requested by a competent authority to an official investigator or, in their absence, to unofficial investigators, but who have a moral commitment to see that justice is done. They are used to communicate the decision of experts (8) .
There is reason for concern in the hospital (9) . A preliminary study 
RESULTS
A total of 176 medical reports and occupational health statements, prescribing 337 restrictions in a three-year period, were identified. Table 1 shows the different occupational categories, comparing them to the total number of employees in the studied institution. Among the occupational categories for whom work restrictions were prescribed, the sample showed that the most affected were the categories of distributor of materials and recreation monitor (100% in both instances). It should be pointed out that this result was obtained due to the fact that each of these categories has only one worker for the entire hospital.
The following categories were also highly affected by work restrictions: mechanic technician (75%), hospital laundry assistant (58.3%), nutrition assistant (50%) and necropsy technician (50%). Table 2 shows the frequency of work restrictions among the nursing staff. The nursing staff (nurses, technicians, assistants and aides) accounted for 7% of the workers with restrictions in the category and 3.2% in the whole institution. Of the nursing workers who received restriction reports, the most affected were the assistants (66.2%), followed by the technicians (16.2%), nurses (11.8%) and aides (5.9%).
Approximately 14% of the subjects had previous reports with work restrictions (SD=0.6, values between zero and four). It was found that the mean restriction period of the medical reports and occupational health statements was 13 months (SD=8.8, varying between 20 days and 38 months).
When the restriction time was categorized as definitive or temporary, it was observed that the great majority was definitive (79.5%). Regarding the number of restrictions by medical report and occupational health statement, there was a variation from one to six, with an average of two restrictions per report (SD=1).
In order to facilitate data analysis, it was decided to classify work restrictions into the following groups: biological, physical, chemical, ergonomic, psychosocial and organizational (9) . Table 3 specifies the types of work restrictions in these subgroups. In relation to the number of restrictions per medical report and occupational health statement, the average number was two work restrictions.
Approximately 14% of the subjects had previous medical reports with work restrictions. It is believed that this may be explained by the fact that restrictions are not properly formulated, that is, they do not minimize or remove the risks to which workers are exposed. It may also happen that the work environment is not being modified in accordance with the subjects' (in)capacities, leading to further exposure to occupational risks after the restriction period is no longer in force.
One of the problems observed in the work restrictions process at the institution was the serial prescription of temporary restrictions in several reports, until finally the definitive restriction was recommended. This fact shows the actual need to develop and implement early measures for injury prevention, using a multidisciplinary team, to avoid this vicious cycle in which the worker ends up being definitively removed from his labor activities.
Preventive and health care strategies in the acute phase should be implemented, as well as the injured worker's return to work planning.
The mean work restriction period in the studied sample was 13 months while, when the restriction time was categorized as definitive or temporary it was observed that the majority was definitive (79.5%). Few studies have evaluated the efficacy of work restrictions to limit the duration of incapacity or the frequency of new episodes. Some authors indicate that temporary work restrictions may offer protection against the exacerbation of symptoms during convalescence (10) . The safe return to work, as soon as possible, requires the identification of problems and favorable negotiating conditions for the health care team and the involved company sectors, to ensure an adequate state of affairs for the injured worker (11) . Research suggests that one of the possibilities of achieving early return to work for nonspecific low-back pain patients is the prescription of temporary work restrictions (12) . After investigating ergonomic work restrictions, some authors suggested that a favorable approach to secondary prevention could involve work modification to reduce physical demand for all subjects exposed to heavy loads, or at least for those removed from work due to low back pain (10) .
After classifying work restrictions into groups (biological, physical, chemical, ergonomic, psychosocial and organizational), it was found that the most frequent one was ergonomic (78.6%). Within this group, the most prescribed were: do not lift and transport weights (59.7%) and do not perform repetitive movements (22.2%).
An investigation pointed to three main causes for temporary work disability after identifying the granting of 6,906 benefits of the common sick-leave type in a medical investigation, carried out in 1998: external causes, musculoskeletal disorders and mental diseases. These conditions are potentially related to the worsening of quality of life and work.
The large proportional incidence of musculoskeletal disorders -especially tenosynovitis and low back pain, conditions frequently associated with effort and repetition of movements at work -possibly reflect the fact that they are under-recorded as work-related diseases (13) .
In a study carried out with 105 assistants and technicians of a public hospital, where one of the objectives was to evaluate the presence of musculoskeletal symptoms in these workers, it was found that 93% had complained of some kind of musculoskeletal symptom in the last 12 months and 62% in a seven-day period. The highest prevalence of these symptoms, according to the anatomic area, was: lumbar region (59%), shoulders (40%), knees (33.3%) and cervical region (28.6%). It was also found that 29.5% of those who answered missed work and 47.6% saw a doctor due to the same symptoms (14) . A research with nursing staff workers of a teaching hospital who had suffered some kind of work-related accident with spinal column injury demonstrated that most accidents occurred in their own work unit (50%), during the activity of moving and transporting patients and equipment and also as a consequence of slippery floors (2) .
The process by which the occupational health team prescribes work restrictions has not been well indicates that, once work restrictions are prescribed, they are maintained beyond the required convalescence period (10) .
It has been witnessed in Brazilian reality that there are a large number of companies that only begin looking for programs for management and prevention of work-related musculoskeletal disorders (WMSDs) after facing an actual outbreak of an epidemic disease. In these conditions, intervention difficulties are greatly increased, as well as failure probability (11) . Brazilian companies are not prepared to deal with individuals incapacitated for work and the main interested parties, which are the companies, the unions, insurance companies and the National Social Security Institute (INSS), do not have the necessary structure to meet the requirements of these workers, such as job replacement, return to work or information about benefits and legal rights. The reality is that there is a growing number of civil responsibility claims involving companies, as well as regressive lawsuits that Social Security may file against them.
One of the ways to solve or at least abate the problem would be to create mechanisms that would enable the effective requalification of the worker with sequels, by means of fast and agile devices for fiscalization and control, in addition to orienting the directly involved agents about the potential problems that they may face if they relegate such workers to a second place (15) . The health care team should prescribe work restrictions when it becomes apparent that the modification of activities will facilitate the return to work or limit exposure to physical demands that may exacerbate symptoms or hinder full recovery. The perception of this team regarding physical effort of the workers can be improved through discussions with the workers, visits to the workplaces, and multidisciplinary work with worker health sectors (10) .
The restrictions deserve more specific investigation of implications, both for the institutions (administrative, economic and social) and for the workers (psychosocial and economic).
CONCLUSIONS
In the present study, 176 medical reports with a total of 337 work restrictions in a three-year period were analyzed. The most affected occupational categories were: distributor of materials, recreation monitor, mechanic technician, hospital laundry assistant, nutrition assistant and necropsy technician.
As regards the nursing team, the assistants were the most affected. The mean work-restriction period in the medical reports was 13 months, while when the restriction period was categorized as definitive or temporary it was observed that the great majority was definitive.
The results demonstrated a high incidence of work restrictions in the studied institution, with prevalence of ergonomic restrictions. The process used by the occupational health team to prescribe work restrictions deserves further investigation.
